To explore healthcare professionals' and patients' perceptions of the potential use of a Transition Readiness Scale in cystic fibrosis care. This included an examination of barriers and facilitators to its implementation along with the identification of key items to include in a Transition Readiness Scale.
| INTRODUCTION
. Ireland has the largest prevalence in the world with an incidence of 1:1.461 and a population of 1,219 registered living with CF. One in 19 people carries a CF mutation (National Centre for Medical Genetics, 2017 , CFRI, 2015 . It is caused by a mutation of the CFTR gene which effects chloride transfer resulting in a build-up of mucus particularly in the lungs and digestive system. Diabetes may also develop. The treatment regime for CF is time-consuming (2-3 hr daily) with chest physiotherapy, pancreatic enzymes to digest and absorb food, multiple medications and inhalers. In the reproductive system, there may be delayed puberty. Most men with CF are sterile, and women have difficulty becoming pregnant or may have life-threatening complications should they become pregnant (Thompson & Harris, 2008) .
There are over 1,500 mutations causing CF, each with their own complications which vary in severity (Orenstein, Spahr, & Weiner, 2012 ; Thompson & Harris, 2008; National Centre for Medical Genetics, 2017) . It is therefore important care approaches are tailored to suit the specific needs of the unique CF population for use in clinical practice.
Nationally and internationally, the number of adults with CF is increasing annually. In the USA, there are 52.7% of the CF population over 18 years compared to 48.4% in 2011 and 52.1% over 18 years in the European Union compared to 49.6% in 2011 (CF Foundation Patient Registry, 2016 , European CF Society, 2015 . In Ireland, adults outnumber children with 661 adults registered with CF in 2015 compared with 636 in 2014 (Cystic Fibrosis Registry of Ireland, 2015) . In 2014, 54.3% of patients were over 18 years and 59.3% of patients were over 16 years and approximately 60 patients transitioning each year. A survey published by the European Respiratory Society (2015) using registered data from 14 countries forecasted the number of adult patients with CF will increase by approximately 50% (Cystic Fibrosis Registry of Ireland, 2015) . This increase in numbers is due to new advancement and more effective approved treatments available such as Ivacaftor (Kalydeco) and Ivacaftor in combination with Lumacaftor (Orkambi) to treat individuals with CF caused by specific genotypes such as Delta 508 and G551D mutations (Vertex pharmaceuticals, Taylor-Cousar, Niknian, Gilmartin, & Pilewski, 2016) .
Close monitoring of patients' daily routine and self-management during transition is also important to maintain and optimise health benefits (Kloti et al., 2016) . With the increased survival of individuals with CF, a competent transition and maintenance of high-quality CF care into adulthood is vital to continue this upward trajectory (Kreindler & Miller, 2013; Okumura et al., 2013) with adolescents expected to manage their CF and transition effectively.
Dissatisfaction with the transition process from child to adult CF services is evident in all studies evaluated in the literature. To enhance this, the implementation of a Transition Readiness Scale (TRS) is advocated (Dudman, Rapley, & Wilson, 2011; Okumura et al., 2013) to outline the key items or areas of care. Lack of healthcare planning for transition contributes to negative healthcare outcomes so improvement is needed (Dudman et al., 2011; Coyne, Sheehan, Heery, & While, 2017) . Good clinical outcomes were achieved due to implementation of transition policies and pathways at CF centres in France and Canada (Dugu ep eroux et al., 2008; Gravelle, Paone, George, Davidson, & Chivers, 2014) . Although Ireland has the highest prevalence of CF in Europe and the world and despite the importance of a structured transition process being highlighted throughout the literature, there is no standard TRS available in Ireland or internationally to date. Prior to development of a TRS for the Irish healthcare system, it is important to explore the need, perceptions and implications of this scale for clinical practice.
| BACKGROUND
There is little ambiguity in the literature on what constitutes healthcare transition as it simply describes the process of moving from a paediatric to adult healthcare setting (Dudman et al., 2011) . This study specifically focuses on CF transition, and previous research between 2003-2017 was examined. "Timing" refers to the age at which most patients begin to transition to adult CF services. An integrative review by Zhou, Roberts, Dhaliwal, and Della (2016) found a lack of consensus on what is considered the correct time for transition; be it chronological age or level of maturity. In general, it is typically between 16-18 years. However, transition is necessary due to the different models of care used in adults and paediatrics (Brumfield & Lansbury, 2004) . In paediatric care, parents are encouraged to be involved in all aspects of their child's care (Madge & Bryon, 2002) .
Varied levels of CF knowledge occur during childhood with the main source of education coming from the parents (Siklosi, Gallagher, & McKone, 2010) . Caregivers such as parents or healthcare professionals (HCPs) are critical in providing care and dealing with behavioural and psychological issues such as anxiety depression and poor adherence (Moola, Henry, Huynh, Stacey, & Faulkner, 2016) . In addition, the adolescent with CF has many other transitions, from personal, What does this paper contribute to the wider global clinical community?
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These lifestyle transitions and self-engagement by the teenager can impact on medical treatment as the teenager matures and gains independence (Madge & Bryon, 2002) . Good preparation from the paediatric setting is necessary to minimise fear often experienced by both parent and child prior to transition to the adult CF service. An appropriate intervention will recognise these challenges and ease the stress of transition for the adolescent with CF (Al-Yateem, 2012; Coyne et al., 2017) .
To assist in a smooth transition, it is essential to identify key items for a TRS and also factors which may facilitate or hinder its implementation. From review and evaluation of the transition process for patients with CF, less formal approaches are commonly adopted in many CF centres. Despite the type of transition care adopted from paediatric to adult services, the characteristics that appear to be important are the need for an early and planned transition supported by clinical protocols with individual transfer plans to avoid any negative transition process during this time (Baines, 2009 ). Many studies identified information, education and training with emphasis on adolescent behaviour as key issues prior to transition (Al-Yateem, 2013; Brumfield & Lansbury, 2004; Flume, Taylor, Anderson, Gray, & Turner, 2004; Begley, 2013) . A cohort of studies strongly recommended developing individual CF programmes done in collaboration with adolescents taking into account developmental readiness, maturity and identifying future plans such as careers, fertility and relationships (Brumfield & Lansbury, 2004; Dugu ep eroux et al., 2008; Nazareth & Walshaw, 2013) . Poor knowledge and understanding of reproduction and genetics were highlighted in a study carried out by Siklosi et al. (2010) . In addition, a lack of discussion on female sexual issues was identified by Nixon, Glazner, Martin, and Sawyer (2003) . A conditionspecific readiness scale will target these areas and facilitate this (Dudman et al., 2011) . All studies agree that the transfer should be prepared and planned at length with the adolescent and his family (Dugu ep eroux et al., 2008; Al-Yateem, 2013; Brumfield & Lansbury, 2004; Flume et al., 2004; Nazareth & Walshaw, 2013) . This can be achieved through communication and joint clinics where the adult physician, paediatrician and other team members can meet and focus on patients' future care (Okumura et al., 2013; Towns & Bell, 2010; Ralph, 2016) . In a study carried out by Begley (2013) on the management of transition for patients with CF and insulin-dependent diabetes, age was highlighted as the most common criterion for transfer and then developmental readiness. It concluded that 60% of CF adolescents were introduced to transition between age 13-16 years. This study also suggested the management of transition should be streamlined nationally. In a survey carried out by McLaughlin et al. (2007) in CF care centres, it was found that less than half of the programs perform readiness assessment and less than 20% follow a programme to develop self-management skills and transition knowledge. The findings from both the Irish and international studies suggest the need for managed and structured transition programmes for adolescents with CF.
From the review of the literature, little has changed in the last ten years. However, it was identified how good social-emotional and clinical outcomes were achieved due to implementation of transition policies in just two of the international studies (Dugu ep eroux et al., 2008; Gravelle et al., 2014) . The clinical pathways and CF readiness questionnaires were found to be invaluable and are now part of transition best practice in the CF clinic (Gravelle et al., 2014) . The recognition of 36 clear practical guidelines for transition from paediatric to adult CF services by Al-Yateem (2013) for the Republic of Ireland is really important to guide healthcare managers plan transition and achieve better standards and outcomes. A TRS should complement these guidelines and uniquely assess the actual needs of the adolescent with CF. A systematic review of the transition process for these adolescents with CF revealed the existence of a poorly managed service which had implications for HCP and parents. It also reported how structured transition programmes gave the adolescent more independence, opportunity to discuss about transition, lower anxiety levels and better self-management skills (Coyne et al., 2017) .
Although these structured transition programmes were seen as positive, these findings must be analysed with caution due to the absence of high-quality studies (Coyne, Breen, & While, 2012; Coyne et al., 2017) . Chaudhry, Keaton, and Nasr (2013) There are a number of disease-specific and non-disease-specific transition readiness tools currently available. A systematic review by Zhang, Ho, and Kennedy (2014) reveals that the psychometric properties of available transition readiness tools are limited or untested.
The Transition Readiness Assessment Questionnaire (TRAQ) was evaluated as the best non-disease-specific tool as it had positive scores for content and construct validity, and included a factor analysis. The TRAQ assesses readiness in youth with special healthcare needs with CF (40%) being the most common diagnosis using this scale (Sawicki et al., 2011) . A validated tool is an instrument or questionnaire which measures what it is proposed to measure with accuracy and consistency (Polit & Beck, 2012) . Even though this is a validated questionnaire many of these diseases are very complex and deserve their own validated instrument to identify and manage key areas of the disease.
Dudman et al. (2011) developed a 66 item Cystic Fibrosis TRS
suitable for the Australian health service. The results of the content validity testing highlighted the need for the adolescent to have good CF knowledge and the ability for them to be developmentally and psychologically ready to manage their own health and diet. There was no further validation performed on this scale to date although the study suggested a shorter version to achieve clinical utility. Dudman et al. (2011) omitted the importance of drug adherence which is less than 50% for pancreatic enzymes and vitamins (Blackwell & Quittner, 2015) and less than 29.5% for physiotherapy adherence (Myers & Horn, 2006) . Although a very comprehensive readiness scale, it seems to focus on CF education and self-care needs assessments as their key items. The other important transition items such as relationships and goal related questions which are highlighted throughout the literature as being key issues for adolescents were omitted. Effective health care based on the needs of these adolescents needs to be developed (Al-Yateem, 2012) .
When using an existing instrument, it should be reliable and valid (Polit & Beck, 2012) , so an instrument specific to the complexity of CF transition needs to be designed.
Gaining an insight into a process may form or inhibit a collaborative approach between patients and HCP in redesigning an existing service (MacDonald, Irvine, & Coulter Smith, 2015) . Therefore, it is important to establish HCP and patients' perceptions for using a TRS and its implications for the adolescent with CF and clinical practice.
This can be seen as the first step in developing a scale for this complex disease.
There are many studies outlining perceptions of what constitutes a smooth transition (Brumfield & Lansbury, 2004; Flume et al., 2004; McLaughlin et al., 2007; Okumura et al., 2013; Al-Yateem, 2013; Coyne et al., 2017) . However, there is no published study available nationally or internationally to date on the views of HCPs or patients on TRS and their value. According to the European Cystic Fibrosis Society standards of care, clinical practice should be evidence-based reflecting up to date research findings and clinical guidance (Conway et al., 2014) . Contemporary healthcare policy should advocate partnership and engagement with HCP for selfmanagement of chronic conditions (MacDonald et al., 2015) . In CF, the development and maintenance of a good patient and HCP relationship are important.
| ME TH ODS

| Aim
The aim of this study was to explore healthcare professionals' and patients' perceptions on the need for a TRSs and to determine the barriers, resources and key items needed for this scale.
For the purpose of this study, the HCP include the adult respiratory consultant, paediatric, consultant, clinical nurse specialists, dietician, physiotherapist and senior staff nurses. The CF multidisciplinary team (MDT) is made up of these HCPs also. The word "patient" and "adolescent" with CF are used interchangeably.
| Design
There is an increased need and understanding to recognise health experiences within the healthcare system with qualitative research seen as the best approach (Liska, 2002 ). An interpretive descriptive (ID) design was deemed the most suitable qualitative approach for this study so exploration of perceptions could be understood and potentially developed as practice knowledge. ID is suited to the development of an intervention when needs assessment is required for scale development in a vulnerable population (Neergaard, Olesen, Andrson, & Sondergaard, 2009 ). Furthermore, interpretive descriptive design is a method used for many small research studies where firsthand knowledge of patients or HCP experience or perceptions on a narrow topic is required and when human behaviour, motives, opinions and barriers need to be explored. It is based on pre-existing knowledge, thoughtful links to others working in the field and the clinical experience of the research team (Neergaard et al., 2009) . As this study involves the CF MDT and patient experts "thoughtful linkages" were an important aspect to this study. As this study aimed to explore the perceptions of HCP and patients' on the development of a TRS, the use of the interpretive paradigm obtained the relevant knowledge and captured the complexities and the many realities associated with experiences and human behaviour (Ryan, Coughlan, & Cronin, 2007) .
| Sample
As appropriate with qualitative research, the quality of the information which was provided by the participants about the need for a TRS was determined using a purposeful sample selection (Polit & Beck, 2012) . The sample consisted of two groups: adolescents with CF and HCPs caring for these individuals through the transition process. Inclusion criteria for the patient group included adolescents with CF who transitioned from the paediatric to adult clinic within the last three years. It was anticipated that this cohort would have recent recall of the experience and be able to provide recommendations on the value and need for a TRS. The CF clinical nurse specialist identified and invited five possible patient candidates who met the inclusion criteria. Two patients declined due to study commitments, and three were interviewed. The HCP were invited to participate if they had over four or more years' experience working in CF care as in-depth knowledge of CF is critical for contributing to the understanding of this topic area. Email invitations with study information were sent to eight HCPs, of whom five agreed to participate. A total of eight interviews were conducted.
Approval to carry out this study was granted by the local Research Ethics Committee. Consent forms were signed before participation in any interview. Participants were assured of confidentiality throughout the study and informed of the use of pseudonyms.
Qualitative research can pose particular ethical challenges (Houghton, Casey, Shaw, & Murphy, 2010) , particularly the potential for distress during interview. A distress protocol was prepared, and all participants were reassured that they could stop the interview at any stage.
| Data collection
All patient and HCP in-depth interviews took place in the CF clinic using semi-structured interview guides. Critical interviewing techniques such as listening, probing, developing trust and rapport were implemented to obtain comprehensive data (McGarry, 2007; Polit & Beck, 2012) . Interviews lasted between 30-60 min each. Transcripts were transcribed verbatim by the researcher to optimise accuracy (Koch & Harrington, 1998) . A sample of the semi-structured questions is provided in Table 1 . 
| Data analysis
Thematic analysis according to Braun and Clarke (2006) was used. This approach uses six phases which can be used interchangeably to allow searching for themes (Clarke & Braun, 2013) . These phases are as follows: familiarisation with the data; generating the initial codes; searching for themes; reviewing themes; defining and naming themes, producing the data (Braun & Clarke, 2006 ).
| Rigour
Two key strategies were employed to ensure the rigour of the research: reflexivity and peer de-briefing. This study took place in one CF paediatric and adult hospital in Ireland. It was acknowledged how the primary researchers' role, knowledge and identity may affect data collection as she worked as a nurse in this area (Lambert, Jomeen, & McSherry 2010) . Alternatively, Evans (2013) suggests this prior insight helps to understand issues related to the discipline. Reflexivity was demonstrated by diary keeping through data collection and analysis, whereby the researcher considered her knowledge of the field and identified possible biases (Dowling, 2006) . Peer de-briefing ensured the themes were developed accurately from the data, without bias (Houghton, Casey, Shaw, & Murphy, 2012) . The second author reviewed the analysis process to ensure all data were represented clearly within the themes and were not subject to researcher bias. 
| FINDINGS
| Benefits of the scale
This theme outlined the many positive benefits of a TRS to both the patient and HCP. The HCP believed that patients would feel better prepared transitioning at a time when they were ready. 
I think it
The HCPs reported the TRS would be of benefit as it would prompt discussion on future plans such as reproduction or other issues.
I think the whole thing of future plans, careers, reproduction and genetics is something that you don't really discuss in a paediatric setting and it's the kind of thing that as adults with CF they need to be aware of. (HCP2)
It's an opportunity to open up as to whether there is any little issues or problems that need ironing out, open for discussion or it gives a chance for discussion. (HCP3)
All patients expressed the view of wanting to be more independent and responsible as young adults and felt a TRS would achieve this.
More independence I suppose in yourself, learning new medications and how to deal with your growing body and stuff. (P1)
Independence from parents was seen as an important issue for the HCP as patients would be filling out the TRS questionnaire on their own so it was the adolescents' own assessment of readiness and not the parents' assessment.
I think it's good for the adolescent to have that space because a lot of times we hear parental voice rather than adolescent voice and I think from the adolescent themselves it will hopefully give them a sense of ownership of their things and that somebody is valuing their answers to the questions rather than the parents answers. (HCP2)
Overall patients and HCPs felt CF education was important and these areas of concern would be highlighted using a TRS to assess the patient for readiness with the opportunity for these areas to be addressed pretransition. 
It gives you a better insight into
A number of HCP felt it was unsuitable to assess patient readiness using the TRS during clinic visits as it would be too time-consuming. The importance of having a comfortable and private room for discussions was also highlighted. 
| Implementation and development of a TRS
This theme obtained valuable information from the expert service users and providers allowing a shared responsibility for a change in practice (Hegarty et al., 2015) while also guiding the development of a TRS.
These included key items and views on the number of questions a TRS should contain. All participants were asked their views on including suggested key items from the literature to include in a TRS. These included education, training, adolescent behaviour, future plans, careers, reproduction and genetics.
All HCP agreed that these key items should be included in a TRS especially reproduction and genetics. Patient participants felt these key items needed to be addressed more with particular emphasis on future plans. In addition to the key items identified in the literature, a number of HCPs felt the degree of family support should be identified as another a key item on the development of a TRS.
I think they probably need to be addressed more (P3
I think family involvement or family support and maybe how open the person is about their chronic disease. (HCP3)
Adherence to treatment was also suggested by a number of HCP participants as being an important key item to be included in a TRS.
Often when they get into that stage you know they can have their own ideas about compliance and what it means to them and they don't have, you are trying to lessen parental involvement and I think that can be something that needs to be addressed and thought about and discussed in depth. (HCP5)
Overall, findings concluded that all participants felt a TRS would be useful. It would potentially provide structure for transition while also promoting independence for the patient. It could also assess readiness and open discussions on many sensitive issues while also identifying key educational needs for the patient. However, many barriers were identified which included parental resistance, time constraints, lack of educational resources and identification of role responsibilities. All participants felt reproduction, genetics, relationships and future plans were all important items to be included in a TRS.
| DISCUSSION
This study outlined many positive benefits of a TRS. Patients would be more prepared for transition and could do so at a time when they were most ready, regardless of age or timing. Similarly, the literature suggests how a structured programme for transition could optimise patients' health, social and emotional outcomes and improve adherence with more consideration given to patients on when to transition (Chaudhry et al., 2013; Dugu ep eroux et al., 2008; Coyne et al., 2017) . Although age is important, the focus should be on readiness.
All patient participants expressed the view of wanting to be more independent and responsible and HCP echoed this view. This would involve the adolescent filling out the TRS questionnaire independently from parents or HCP. A number of HCPs felt parental resistance may be a barrier to this as it was felt parents would not want their children introduced to sensitive topics at a young age. These reflect findings in the integrative review by Zhou et al. (2016) . Also, in paediatric care, parents are encouraged to be involved in their child's care and as the adolescent gains independence decisions by them can effect medical treatment and adherence (Madge & Bryon, 2002) . Therefore this parental resistance must be understood and addressed in the form of education and information before the introduction of a TRS.
Education was identified by all participants in this research as critical to easing the transition process and a TRS could potentially identify key educational needs of the individual. It is recognised that being well informed about CF leads to less stress (Thompson & Harris, 2008) . Knowledge deficits in relation to reproduction and genetics were identified in the adult CF population with 87% of female adolescents never discussing sexual issues with the CF doctor (Siklosi et al., 2010; Nixon et al., 2003) . Both HCP and patients reported
a TRS would open up discussions on issues like reproduction and future plans as these were seen as uncomfortable topics.
A cohort of previous studies recognised future plans, careers, reproduction, genetics, adolescent relationships and behaviour as important key items in developing a structured programme (Brumfield & Lansbury, 2004; Dugu ep eroux et al., 2008; Nazareth & Walshaw, 2013) . This was evident by all participants in this research who also felt these were all important but interestingly, future plans were deemed the most important. However, all of these key items are related to future planning and may also have a direct effect on adherence.
Adherence to treatment was seen as important to be included as a key item for many of the HCP on this study. Drug adherence in CF is less than 50% for pancreatic enzymes and vitamins (Blackwell & Quittner, 2015) . Unacceptable medication adherence in chronic disease results in the inability to achieve maximum treatment outcomes (Keith & Kane, 2003) . The need for the adolescent with CF to have good CF knowledge and the ability for them to manage their own health and diet (Dudman et al., 2011 ) is essential.
A more cohesive CF MDT was identified as important and should include a psychologist who can manage issues raised from the TRS.
Poor communication between the MDT was considered a barrier to effective transition (Zhang, Ho, & Kennedy, 2014) . The CF MDT must be willing to spend time educating and listening to the patient on their concerning needs which is resonated in this research. This study finding is also confirmed by Al-Yateem (2012) . As this TRS is a patient centred development based on specific care needs, resources need to be addressed to deliver high-quality care. The literature reveals how a poorly managed and ill-prepared transition service has negative impact on CF service (Coyne et al., 2017) so resources need to be in place.
In addition to a more effective MDT, a good infrastructure needs to support the process. The importance of a comfortable private room for discussion, time constraints on the CF MDT and adequate staff were important issues voiced to ensure a positive outcome for this scale. This may be a challenge to the health sector at present as HCP are already time poor. However, it must be noted the delivery of high-quality health care and patient safety with emphasis on evidence-based practice is a priority in the Irish healthcare setting with the implementation of guidance having a positive effect on patient outcomes (Hegarty et al., 2015) .
This study has also highlighted the responsibility felt by the HCP to ensure the adolescent with CF has adequate knowledge of their disease to promote adherence and manage treatment decisions. The introduction of a TRS was seen as essential by the HCP to assess the adolescent with CF prior to transition to achieve self-management. However, this study also outlined the real possibility of a patient being uncomfortable admitting to their perceived educational and treatment inadequacies to the CF MDT given the close relationship patients tend to have with their HCP. This could be seen as a barrier or lack of maturity for the transitioning adolescent. It must also be noted that HCP may not always trust patients accounts (MacDonald et al., 2015) .
Future research needs to focus on the development of a TRS which will optimise the number of questions a TRS should have to cover all aspects of this complex disease. The CF 66 item TRS developed by Dudman et al. (2011) was validated by experts who recommended a shorter version as otherwise it would not have clinical utility.
As a recommendation for a future study, a scale needs to be developed and tested as an intervention. This study has verified the need for scale development in the CF population using the voice of the participants (Neergaard et al., 2009 ). This structured TRS should empower adolescents as they are being actively involved in the management of their transition and disease. It is anticipated the development and implementation of this TRS based on these study findings may take a leading role in future national policy. Further research in the form of a pilot study will be beneficial to assess its reliability.
As this is the first research to examine the perceptions of HCP and patients on the use of a TRS to aid a smooth transition, comparisons cannot be made to other studies. However, the importance of this study as a follow on from Al-Yateem (2012) study should be noted. His study findings revealed the transition process was fragmented and the needs of the adolescent with CF were not identified or considered during transitional planning. This is a concern, and from the finding of this study, all participants suggested the need and importance of a TRS so the transitioning adolescent can have a voice and transition is not based on the judgement of the HCP. Further exploration of the patient perspective is needed to enhance transferability of these findings.
| CONCLUSION
This study had a small sample size and limited to one setting. The sample only included three patient participants. This was reflective of the size of the setting and eligibility of potential participants.
However, it was still considered critical to have their perceptions captured for this research. The study focused specifically on CF transition, but it is possible that some of these findings are applicable to other chronic diseases. However, the HCP participants were very proactive in their views which reflected their vast experience in the care of patients with CF. Although the patient participants only had limited knowledge on TRS, they had themselves experienced the transition process and this insight was critical to understanding potential issues. Patient involvement in health research alongside experts is a growing phenomenon (Elberse, Caron-Flinterman, & Broerse, 2010) . Exploring the TRS from both perspectives adds strength to this study's findings and provides a valuable insight on the perceptions of the need and value of a TRS within CF care services. It also highlights practical strategies to ensure best practice prior to its development and implementation. Overall, this study reflected how the introduction of a TRS would be both useful and essential.
| RELEVAN CE TO CLINICAL PRACTICE
This study expressed the enthusiasm of all the study participants on the role of a TRS in a CF centre to assess adolescents with CF on readiness to transfer. It also outlined the many ideas on how a TRS should be integrated into clinical practice as well as the barriers and resources needed. It can be concluded that best practice can be achieved by listening to the users and providers on the front line and carefully planning the implementation of a TRS through a shared vision. More staff, a dedicated private space and education of HCPs and parents was recommended before its implementation. It is also important to conduct a cost base analysis to assess the benefits of a TRS versus the cost associated with poor adherence and psychological problems. In this study, supportive relationships and counselling opportunities appeared to be an important issue, and therefore, access to a psychologist was seen as important. Researchers who develop healthcare interventions must be cognisant of time burdens for HCP and the need for the CF patient to talk and have the support of a psychologist. This will involve collaboration from the CF MDT to put forward this practice development initiative which will be undoubtedly of benefit nationally. However, the health service economic realities may compromise the feasibility of a TRS. The findings of this study can inform clinical practice both in Ireland and internationally so an effective and structured transition service is delivered. This will involve overcoming the barriers to its implementation and providing the resources prior to the development and implementation of this TRS to aid a smoother transition for our adolescents with CF.
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